Introduction
Malaria is a public health concern in our country. India accounts for about 70% of the total malaria incidence in the South-East Asia Region according to world malaria report 2015.
[1]In newborns it is an equally important health issue related to mortality . It can be either acquired antenatally via placenta or postnatally through mosquito bite .Malaria in this age group is very rare because of various defensemechanisms . Congenital malaria is assumed to occur within 10-30 days postnatal life can be delayed even for weeks to months. [2, 3] Presentation of neonatal malaria is unlike adults . Common features include irritability ,hepatosplenomegaly , poor feeding and anemia similar to neonatal sepsis . Prognosis is excellent .Breast feeding can be safely continued .Unified efforts are required to control malaria in newborns .
II. Case Report
A 23 day old baby girlwas admitted in sick newborn care unit with complaints of excessive cry , irritability , refusal to feed along with abdominal distension and intermittent fever . Baby was born out of nonconsanguineous marriage by normal vaginal delivery to primigravida mother. Antenatal ,intranatal and postnatal periods were uneventful except for a low grade intermittent feverin the mother 2 weeks prior to delivery . Baby was immunised as per national immunisation schedule .
On physical examination , baby weighed 2.2 kgs , measured 50 cm in length , head circumference measured 33 cm and abdominal girth was 34 cms . Anterior frontanelle was open, measuring 3 cm by 1 cm . Skin temperature was raised on admission . The baby appeared pale and irritable (Fig.) , heart rate was 158/min , respiratory rate was 52/min with mild subcostal retraction . Abdomen was soft but distended, with liver palpable 5cm below right costal margin in midclavicular line , span being 10 cms . Spleen was also palpable 8cm below left costal margin .There was no significant lymphadenopathy , rash or ascites . Intestinal peristaltic sound was normal .
A initial diagnosis of neonatal sepsis was made and antibiotics were started after drawing blood samples for routine investigations. The following reportscame :Hb -5 gm% , TLC -10,200 /cmm, N55L41E1M3, platelet count -1.5 lakh/cmm , CRP -12mg/dl , Na+ 136mEq/L , K+ 5.2mEq/L , urine REnormal , total bilirubin -0.9 mg/dl ( UC 0.6 + C 0.3 ), SGPT -48U/L , SGOT -40U/L , alkaline phosphatase-292U/L , total protein -6.3 g/dl , BactAlert-negative , CSF -15 cells N10L90 . Accordingly one unit of Packed cell was transfused and even after 2 days there was no improvement . So further investigations were ordered .Hemoglobin electrophoresis -normal , metabolic screening -negative , reticulocyte count -2.3 % , TORCH titre -serum IgGs elevated with IgMs in normal limits ( indicating antenatalmaternal TORCH infections ) . Peripheral blood smear showed anisocytosis ,poikilocytosis with hypochromia and schizonts of plasmodium vivax ( Fig. 2 ) . Peripheral smear was repeated yielding same results and rapid antigen testing by malariakitwas also positive for PlasmodiumVivax infection . (Fig. 3) .The history of mother was reevaluated and peripheral blood smear was drawn with Kit testing . Both gametocytes and schizontsof plasmodium vivax were demonstrated in mother also . (Fig. 4) . Unfortunately placental histology forparasitemiadetectionwas beyond scope .
Both the mother and baby were started on chloroquine. Once G6PD levels came to be normal in baby, mother was started on primaquine for radical cure and breast feeding continued .The baby started improving with 24 hrs of antimalarial medication and both mother and baby successfully discharged after 5 days .Repeat peripheral smears at followup after 14 days were negative .
III. Discussion
Malaria in pregnancy and newborn accounts for more than 300,000 fetal and infant deaths and 2,500 maternal deathsworldwide annually. [4] Newbornsare normally protected from malarial infections by variety of defense mechanism like maternal antibodies , presence of fetal haemoglobin , higher levels of serum potassium. [3, 5] Congenital malaria was first described in 1876. [4, 6] Malaria in pregnancy can cause preterm labour , growth restriction , miscarriage and other adverse fetal outcome. [4] Usually congenital malaria manifest at 10-30 days postnatal life although cases have been found as late as 15 months after birth. [4] It has been postulated that spread occurs possibly through direct penetration of chorionic villi , through premature placental separation and physiological transfusion of maternal blood before cord clamping. [3, 7] The most common findings in congenital malaria , as in our case , are irritability , hepatosplenomegaly and refusal to suck mimicking neonatal sepsis. [3, 4, 8] Unusual presentations like cholestasis may also be present. [9, 10] Often the level of parasitemia is low in pregnant women to be detected antenatally, as in our case, and have to be reevaluated later . Often other intrauterine infections may complicate the clinical scenario like TORCH infections as in our case .Thus for any newborn presenting with features of sepsis coming from a malaria endemic region like ours , the clinician should have a level of suspicion to detect congenital or neonatal malaria .
Demonstration of placental parasitemiais gold standard for diagnosing congenital malaria and is possible only when mother is antenatallydiagnosed. [11] Confirmation of diagnosis is normally done by demonstrating the parasite within red corpuscles . Treatment should be initiated as soon as diagnosis is confirmed with schizontocides like chloroquine .For complicated malaria or chloroquine resistant PlasmodiumFalciparummalaria,intravenous quinine or artesunate are used . In congenital malaria , as there are no forms that invade the liver , treatment for exoerythrocytic cycle is not needed. [3, 7] The global drive for improvement of perinatal outcome has made congenital malaria a relevant public health issue. 
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IV. Conclusion
Congenital malaria is an important public health issue related to perinatal mortality . This case suggest the importance of considering malaria as an important differential to neonatal sepsis particularly in endemic countries like India . Often neonatal malaria may have unusual presentations like cholestasis .Treatment with antimalarials is found to be very effective, so early diagnosis and treatment should be done to improve health and reduce hospital stay . Congenital malaria needs to be addressed more promptly .
